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Title of Study: A Quality Improvement Investigation of Pediatric Asthma Services 
for Patients and their Families 
This quality improvement project sought to identity attributes of pediatric patients 
with asthma and their caregivers at Hospital X*, a hospital serving pediatric patients and 
families in Bronx, NY.  Anonymous, self-report surveys focused on rates of asthma 
inpatient admission and emergency department visits, general understanding of asthma, 
current services utilized in the hospital and interest in the potential expansion of existing 
services.  Additionally, the project explored the prospective development of the current 
educational healthcare video system – Feel Better TV* – within the hospital.  Viewings 
of the existing “What is Asthma?” video were offered to patients and caregivers, 
followed by pilot survey questions on video comprehension and perceived effectiveness.  
Based on the information obtained from the surveys, the project examined the use of the 
existing educational healthcare video as a tool for asthma education in Hospital X. 
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Readmission and Morbidity 
Beck, Simmons, Huang and Kahn (2012) conducted a study to determine if 
geographical information could predict time to reutilization for pediatric asthma patients.  
Beck et al. (2012), defined reutilization as “readmission or emergency department visit” 
(p. 2308).  The authors sought to identify children with the highest risk of asthma 
reutilization using the geographic factor of socioeconomic status.  The study was 
conducted between April 2008 and May 2009 at the Cincinnati Children’s Hospital 
Medical Center, during which time 601 patients enrolled.  In order to qualify for the 
study, patients needed a diagnosis of asthma, to be between 1 and 16-years-old, and 
geographic location within the subsets of Cincinnati, Ohio.  Through geocoding, the 
authors matched the participants’ residential addresses with data from the 2000 U.S. 
Census in order to determine the participants’ socioeconomic tract and level of 
geographic social risk.  In addition, participants’ caregivers were asked to report factors 
of financial hardship and psychological distress through surveys.  The study found 39.4% 
of the participants had another admission and/or emergency department visit due to 
asthma within 12 months.  Of the participants who reutilized, those in the highest 
geographic risk stratum had the highest rate of reutilization.  The caregivers of patients in 
the highest geographic risk stratum also reported more financial hardships and 
psychological distress than those in lower geographic risk stratums.  The authors 
concluded that a geographic social risk index might be helpful in identifying the 
likelihood of reutilization for pediatric patients with asthma. 
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Warman, Silver and Wood (2009) studied modifiable risk factors for asthma 
morbidity in pediatric patients in Bronx, NY compared with reported risk factors from 
other inner-city areas in the United States. The authors hypothesized “the needs of Bronx 
families with a child with poorly controlled asthma would differ from those of other 
inner-city families” (p. 995).  The authors used data gathered from the Centers for 
Disease Control’s (CDC) 2001 national study on pediatric asthma in low-income inner-
city areas.  The CDC used the Child Asthma Risk Assessment Tool (CARAT) to identify 
risks of patients as reported by their caregivers during intake interviews.  Participants in 
the national CDC study were children between the ages of 5 and 11 years living in inner-
city areas with persistent asthma.  The study took place between April 2001 and March 
2004.  Of the 22 sites examined, 9 of the sites supplied data for Warman et al.’s 
comparative study: 2 sites in the Bronx (Montefiore Medical Center and Bronx Lebanon 
Hospital) and 7 sites in other inner-city areas throughout the country. In Warman et al.’s 
study, there were 1772 total participants, 265 children from the Bronx and 1,507 children 
from other communities.  When comparing data from these two groups, Warman et al. 
found participants from the Bronx reported higher sensitivity to home allergens (such as 
cockroaches, rodents and mold) than participants from other inner-city areas.  Caregivers 
from the Bronx also reported higher pessimistic attitudes towards asthma control and 
higher parental psychological stress than the other participants.  Morbidity related to 
medication non-adherence, exposure to household tobacco smoke or sub-optimal medical 
care did not differ between the two groups.  In their conclusion, Warman et al. recognized 
that feelings of parental control may be low, due to low reported expectations for asthma 
control; low asthma expectations, coupled with high parental psychological stress, may 
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be modifiable factors in the high pediatric asthma morbidity rates in the Bronx. The 
authors also recommended home-based interventions to address environmental exposure. 
Reznik, Hailpern and Ozuah (2006) investigated if it was possible to identify 
predictors of early hospital readmission for children with asthma in an inner-city location.  
Reznik et al. (2006) defined early readmission as an admission “within 30 days of 
discharge” from the index, or first, hospitalization for asthma within the study period (p. 
37).  The study was conducted at the Children’s Hospital at Montefiore in Bronx, New 
York between January 1998 and December 2004.  All participants were pediatric patients 
between the ages of 0 and 21 years old with a primary diagnosis of asthma.  The authors 
used a matched case-control cohort method for their study.  The case and control groups 
were matched by age, gender, race, season and year of index admission. The control 
group consisted of 152 patients hospitalized with an asthma exacerbation and readmitted 
with the same diagnosis within 30 days of discharge.  There were 293 members in the 
control group, hospitalized for asthma but not readmitted within 30 days of discharge.  
The authors reviewed the participants’ medical charts and collected clinical and 
demographic data.  It was concluded “a history of hospital admission for asthma in the 
past 12 months independently predicted early readmission” (p. 39).   
Kunkov and Crain (2010) carried out a study to determine whether the risk for 
nonadherence (RN) and the admitted nonadherence (NA) scores obtained during pediatric 
emergency department visits for asthma are associated with short-term asthma morbidity.  
The authors also sought to determine if there was a difference in effectiveness between 
self-administered and verbal-administered RN and NA surveys.  The study took place 
between October 2004 and December 2004 in an urban, public hospital with a pediatric 
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emergency department. A total of 136 participants ages 3 to 11 years presenting to the 
emergency department with acute asthma exacerbation were included.  For this study, the 
patient’s caregiver must have been present and able to speak English.  There were two 
groups in the study: the verbal administration group and the self-completion group.  In 
the verbal administration group, a research assistant interviewed caregivers, and in the 
self-completion group, caregivers were given paper questionnaires; both interviews and 
questionnaires were completed in the pediatric emergency department.  Caregivers from 
both groups received follow-up calls over the next 8 weeks to answer questions about 
their child’s asthma symptoms, adherence and medication administration.  The authors 
found no significant difference between the self-completion and interview-administered 
groups with regards to asthma severity, AN or RN scores; both forms of the survey were 
equally effective in gathering RN and AN data.  For both groups, high RN and AN scores 
were associated with higher rates of asthma morbidity.  The authors recommend the RN 
and AN questions can be administered through a self-completion survey and the scores 
may be used to indicate asthma morbidity rates for pediatric patients. 
Family-Centered Care 
Laster, Holsey, Shendell, McCarty and Celano (2009) identified potential barriers 
to asthma management among low-income urban families, using both children and 
caregiver perceptions.  The study took place in Atlanta, Georgia.  To qualify for the 
study, the child participants had to be diagnosed with moderate or severe asthma be 
between the ages of 8 and 17 years, and the adult participants had to be a primary 
caregiver of a qualifying child.  The majority of the participants (92.9%) identified as 
African American.  The study intended to focus on patients and caregivers in low-income 
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urban areas, but the published study gives no indication as to how the authors determined 
socioeconomic status of the participants.  There were 28 participants divided among five 
focus groups.  The authors transcribed audio recordings of each focus group and 
organized the participants’ responses into themes: barriers to asthma management, 
barriers to environmental control, psychological distress and social support.  The authors 
found the caregiver and child perceptions about the use of daily asthma management 
were a significant barrier to care, i.e. non-adherence to daily, controller medication.   
Barriers to environmental control were associated with financial constraints, i.e. lack of 
adequate housing.  Through the control groups, the authors found psychological distress 
in both children and caregiver participants.  From their findings, the authors recommend 
that asthma interventions and/or education should be tailored to the barriers of the 
population. A limitation of the study was the low number (N=28) and racial homogeny 
(92.9% African-American) of the participants.  As such, the authors made generalizations 
about the needs of families in low-income urban settings using qualitative data from just 
a small number of participants. 
Greenley, Josie and Drotar (2006) examined the level of agreement between 
children and their caregivers in regards to each party’s perception of involvement in 
asthma care and management.  The authors hypothesized matching perceptions of high 
levels of involvement would correspond with positive asthma outcomes, while 
disagreements in perception will coordinate with negative asthma outcomes. The study 
involved 56 caregiver-child dyads recruited from a large children’s hospital in the 
Midwest.  Criteria for involvement of child participants included an African American 
ethnicity, an age between 5 and 17 years, and a diagnosis of asthma at least 12 months 
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before the study and the use of daily controller medication.  The participating adults had 
to be primary caregivers of participating children. Children and caregivers were each 
given questionnaires, administered during separate oral interviews, focusing on family 
involvement in asthma management and asthma health outcomes.  The questionnaires 
followed the format of the Asthma Responsibility Interview (ARI) to determine 
involvement in asthma management.  After comparing data from the child-caregiver 
dyads, the authors found that caregivers overestimated youth involvement in 
independently taking daily controller medicine and deciding when rescue medication is 
needed.  Disagreements within child-caregiver perception of youth involvement in 
asthma management were associated with greater asthma-related morbidity.  Greater self-
reported involvement was associated with fewer asthma related emergency department 
visits and hospitalizations.  The authors concluded the amount of communication and 
agreement between children and caregivers is associated with degree of asthma 
management; higher communication may lead to higher agreement in perception of 
involvement, which is associated with decreased asthma morbidity.   
McQuaid, Walders, Kpel, Fritz and Klinnert (2005) conducted a study to examine 
the reliability and validity of the Family Asthma Management System Scale (FAMSS).  
The FAMMS is “designed to assess the management of children’s asthma within the 
family context” through self-reported interview focused on strengths and challenges of 
managing pediatric asthma (McQuaid et al., 2005, p. 494).  The study included 115 
children with asthma and their primary caretakers and used data from 53 families.  
Criteria for participation included age of child (between 7 and 17 years), diagnosis of 
asthma at least 6 months prior to study, and the participants could not have any other 
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significant pulmonary conditions and/or cognitive delays.  On initial visit, families were 
given MDILogs attached to controller medications to record medication usage.  After 4 to 
5 weeks, the families returned with the MDILogs and completed a FAMSS interview.  
The objective, quantitative data from the MDILogs was compared with the results from 
the self-reported FAMSS interview.  The authors concluded there was “convergent 
validity” between the MDILog medication adherence, FAMMS summary scores and self-
report measures; the three measures were consistent in reporting medication adherence 
and asthma management, indicating the reliability of the FAMSS interview method 
(McQuaid et al., 2005, p. 498).  In addition, the authors found correlation between 
FAMSS summary scores and socioeconomic status.  Low FAMSS scores indicated 
increased barriers to asthma management and these low scores were more prevalent 
within families from lower socioeconomic status. 
Hussain-Rizvi, Junkox and Crain (2009) studied whether parental involvement in 
asthma medication administration during an emergency department visit led to better-
reported medication adherence at home.  According to Hussain-Rizvi et al. (2009), “the 
study was based on cognitive theory, which emphasizes that attitudes must be added to 
knowledge for the adoption and maintenance of health behaviors” (p. 793).  The study 
was conducted at a pediatric emergency department in Bronx, NY, where a total of 86 
participants were enrolled between August 2006 and January 2007.  All children were 
between the ages of 1 and 5 years with acute asthma exacerbation.  Children with low 
oxygen saturation, upper airway obstruction, history of cardiopulmonary condition, or 
those requiring a hospital admission were excluded.  All participating children received 
an albuterol treatment every 20 minutes.  The 46 children in the control group received 
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albuterol through a nebulizer treatment, which was administered by a physician.  The 40 
children in the intervention group received albuterol through a metered dose inhaler with 
a spacer (MDIS); the first treatment was demonstrated and administered by the physician 
and the caregiver under physician observation administered all subsequent treatments.  
Upon discharge, caregivers in both groups received written and oral instructions on the 
use of MDIS.  Two weeks following the visit, all participants received a survey via 
telephone.  The caregivers in the intervention group reported their children to be 
displaying less symptoms of asthma (12.5% vs. 30.4% control group were still coughing 
at 2 weeks).  The caregivers in the intervention group also reported a higher use of the 
MDIS (95.0% vs. 71.7% in control group), and participants in this group were 7.49 times 
more likely to be using the MDIS at the time of the 2-week follow-up.  The authors 
concluded that increased parental involvement of asthma mediation administration during 
an emergency department visit led to increased adherence of MDIS medication and a 
decrease in the asthma symptom of coughing. 
Silver, Warman and Stein (2005) carried a study to determine if there was an 
association between the self-reported psychological distress in caregivers of children with 
asthma and the child’s asthma severity and rates of acute care utilization for asthma.  The 
authors’ hypothesized that caregivers of children with higher asthma severity and 
morbidity would report higher levels of psychological stress.  The study was conducted at 
a large urban children’s hospital in the Bronx, NY. A total of 193 participants were 
enrolled between June 1997 and June 1998 and were recruited from their past 
participation in a larger, asthma-based study.  The children of caregivers must be between 
the ages of 2 and 12 years and have a diagnosis of asthma but no history of any other 
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chronic condition affecting the lungs.  Caregivers were given a 30 minute-interview 
through the telephone.  Questions focused on acute care utilization, asthma symptom 
severity and caretaker psychological distress, using questions from the Psychiatric 
Symptom Index (PSI).  Upon data analysis, the study did not find a correlation between 
caretaker distress and utilization of acute care.   In addition, the authors found that 
caregivers’ levels of depression, anger and cognitive disturbance did not correspond with 
their children’s asthma severity.  However, caregivers of children with moderate to 
severe asthma did report higher levels of anxiety, compared to caregivers of children with 
mild persistent or mild intermittent asthma.  Furthermore, it was found caregivers 
participating in the study had “mean anxiety scores that were higher than the eightieth 
percentile score of the measure’s standardization sample” (Warman et al., 2005, p. 381).  
Montalo, Bruzzese, Moskateva, Higgins-D’Alessandro and Webber (2004) 
investigated whether asthma affects the health-related quality of life (HRQL) of school-
age children in an urban setting.  Montalo et al. (2004) hypothesized the HRQL of 
children with asthma would be lower than those of ‘healthy’ children.  Of those children 
diagnosed with asthma, Montalo et al. (2004) hypothesized HRQL would negatively 
coincide with asthma severity.  The study was conducted in six different elementary 
schools in Bronx, NY between the years 1999 and 2000.  Participants totaled 1292 
caregiver-child dyads, 238 (18%) of which caregivers reported their children to have a 
history of asthma.  All participating parents completed a written survey at home; survey 
questions focused on asthma presence, severity and limitations to child’s activities. Based 
on the caregivers’ reports, participating children were divided according to asthma 
presence; those with reported asthma history were divided again based on asthma 
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severity.  Participating children completed surveys in school following the KINDL 
model, “a generic self-report measure used to assess quality of life in children ages 8-16 
years” (Montalo et al., 2004, p. 499).  After data analysis, the authors found there was no 
correlation between asthma status or severity and HRQL of children.  The authors 
concluded HRQL was likely influenced by factors other than asthma status and severity. 
Documented Interventions 
Karnick, Margellos-Anast, Seals, Whitman, Aljadef and Johnson (2007) 
compared the cost-effectiveness of three interventions for pediatric patients with asthma 
in an inner-city area.  The interventions included either one individualized asthma 
education session, reinforced asthma education, or reinforced asthma education with case 
management.  Karnick et al. (2007) hypothesized the “most economical path….would be 
through a system of reinforced health education sessions combined with case 
management services” (p. 40).  The study began in 2000 in an inner-city area of Chicago, 
IL.  There were 212 participants initially enrolled and, of these, 165 completed the 9-
month follow-up.  Participants were between the ages of 1 and 16 years with a diagnosis 
of asthma, but without a diagnosis of another chronic condition.  The study used a 
randomized trial method to divide participants among three groups.  Data was collected 
for each participant retrospectively for one year prior to the study and then on a monthly 
basis during the 9 months following the study.  All three groups had less emergency 
department visits (64%), clinic visits (58%), hospitalizations (81%), and shorter lengths 
of stay during admission (69%).  All three groups had overall healthcare-cost savings and 
cost-savings per dollar spent on the intervention.  These findings indicate that asthma 
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education, with or without case management services, can enhance the health of children 
with asthma, thereby reducing associated healthcare costs (Karnick et al., 2007).  
Davis, Benson, Cooney, Spurell and Orelain (2011) conducted a study to 
determine if a bedside asthma education intervention, implemented into discharge 
planning, would reduce the number of future hospitalizations and emergency department 
visits for pediatric asthma patients.  The study was conducted at Children’s Hospital and 
Research Center in Oakland, CA, a pediatric hospital in an urban setting.  Seven hundred 
and eighty-six patients received the intervention between July 2005 and August 2007, 
698 of which were included in the analysis of the study group.  Criteria for participation 
were either a primary or secondary diagnosis of asthma, patient age above 1 year and 
caregiver presence at time of intervention.  Using direct, paired matching the authors 
created a control group of another 693 patients who did not receive the intervention 
services.  Those enrolled in the study group received 45 minutes of asthma education by a 
certified asthma educator.  The intervention focused on physiology of asthma, 
trigger/warning signs, information on community services, asthma action plan and take 
home booklet (Davis et al., 2011).  Three weeks after discharge, caregivers’ received one 
follow up phone call, inquiring about child and providing any follow-up information.  
Both groups were studied over the next 12 months, tracking amount of emergency 
department (ED) visits, time between ED visits and if the ED visit resulted in a 
hospitalization.  The authors found the intervention group had more ED visits and longer 
hospital length of stays than the control group.  There was no evidence the bedside 
intervention improved patterns of future ED visits; the opposite occurred.  The authors 
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concluded the bedside intervention may not have adequately addressed the barriers for 
each family (Davis et al., 2011). 
Braganza, Ozuah and Sharif (2003) examined the prevalence of complementary 
alternative medicine (CAM) used by caregivers of children with asthma in an inner-city 
area.  The study took place in a pediatric outpatient clinic located in Bronx, NY.  The 
survey was anonymous and a criterion for participation was caregivers must have a child 
diagnosed with asthma who receives care at the outpatient clinic.    Surveys were 
administered to a total of 301 caregivers between September 2000 and March 2001.  The 
surveys were 56-item questionnaires taking approximately 10 minutes to complete and 
were verbally administered by a bilingual investigator.  The surveys focused on forms of 
CAM therapies used, perceived effectiveness of therapies, caregivers’ discussion of CAM 
with physicians and severity/frequency of child’s asthma.  The authors found 89% of 
caregivers reported use of CAM, with prayers, rubs and massages being the most 
common forms.  CAM use was found to be higher in children with mild and moderate 
persistent asthma compared to children with mild intermittent and severe persistent 
asthma.  Of those who used CAM, 59% perceived it to be at least as affective as 
pharmacology treatments and 44% reported using CAM as first treatment for an asthma 
flare-up.  Of those who reported using CAM, 82% did not inform their child’s physician 
(Braganza et al., 2003).  The survey results indicate a high prevalence of CAM use for 
children with asthma, but little communication of CAM between caregivers and 
physicians. 
Jacobson, Lieblein, Fierman, Fishkin, Hutchinson, Rodriguez…and Saperstein 
(2009) investigated the use of an electronic asthma monitoring system (AMS) as a way to 
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reduce the number of emergency department (ED) visits and hospitalizations for pediatric 
patients with asthma.  The authors hypothesized the patients who used the AMS would 
have less ED visits and hospitalizations than the control group.  The study took place 
between August 2004 and April 2006 among six Health and Hospital Corporations 
throughout New York City.  Participating patients were between the ages of 8 and 17 
years, had a primary diagnosis of asthma and had two or more ED visits or one 
hospitalization within the year prior to the study.  There were a total of 59 subjects; 29 
were in the intervention group and 30 were in the control group.  Participants in the 
intervention group had AMS devices installed in their homes.  The AMS was designed to 
help track the patients’ health status through medication reminders, give instructions for 
consulting doctors and report information to the participants’ asthma case managers.  The 
AMSs prompted participants to answer questions about their asthma and reported the 
answers back to asthma case managers.  Participants in the control group were given a 
paper diary and asked to answer written prompts, similar to questions asked by the AMS 
device.  Data from the paper diaries were not reported back to asthma case managers.  
The study found there was no statistical difference in the amount of ED visits or 
hospitalizations between the two groups (Jacobson et al., 2009). The more expensive 
AMS device did not reduce the amount of ED visits or hospitalizations compared with 
the inexpensive paper diary.  The AMS device did not prove to be a cost-efficient way to 
decrease the amount of ED visits and/or hospitalizations for pediatric patients with 





Quality Improvement Elements of Protocol* 
Feel Better TV Pediatric Asthma Education Project 
Background.  Asthma is one of the most common chronic conditions affecting 
children in the United States (American Lung Association, 2012).  On a national level, 
asthma is the third leading cause of hospitalizations in children ages 0-14 years 
(American Lung Association, 2012).  In New York City, however, asthma was the 
number one cause of hospitalizations in children ages 0-14 in the year of 2000 (New 
York City Department of Health and Mental Hygiene, 2003).  Within New York City, the 
Bronx is the borough with the highest rates of asthma hospitalization for children ages 0-
14, the highest prevalence of asthma in children ages 4 to 5 years and the highest 
mortality rates from asthma for children of all ages (New York City Department of 
Health and Mental Hygiene, 2003).   
Many demographic components correlate with rates of asthma prevalence, 
morbidity and readmission for pediatric patients with asthma.  A past study at the 
Children’s Hospital at Montefiore in Bronx, NY ascertained a history of hospitalization 
for asthma within 12 months independently predicted early readmission (Reznik, 
Hailpern & Ozuah, 2006).  There was also an association between high geographic social 
risk, including low socioeconomic class, and high rates of asthma prevalence and 
reutilization (Beck, Simmons, Huang and Kahn, 2012).   
Coinciding with principles of family-centered care, a child’s diagnosis of asthma 
affects both the child as an individual and his or her family as a unit.  Compared with  
*Note: ‘Quality Improvement Elements of Protocol’ is a proposal document and 
therefore written in future tense 
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caregivers of children with asthma in other urban settings across the nation, caregivers in 
the Bronx expressed higher pessimistic attitudes towards asthma control and higher levels 
of psychological stress (Warman, Silver & Wood, 2009).  Another study, also conducted 
in the Bronx, discovered caregivers of patients with moderate to severe asthma had 
higher levels of reported anxiety than caregivers of children with mild asthma (Silver, 
Warman & Stein, 2005).  Although caregivers of children with asthma reported 
psychological distress, a diagnosis of asthma did not did not affect the health-related 
quality of life of school age children in the Bronx (Montalo, Bruzzese, Moskateva, 
Higgins-D’Allesando & Webber, 2004). 
Areas of strength and challenge in pediatric asthma care should also be considered 
within the family context.  Involving caregivers with asthma medication administration 
during an emergency department visit corresponded to subsequent higher rates of 
medication adherence at home (Hussain-Rizvi, Junkox & Crain, 2009).  One focus group 
study noticed caregivers and pediatric patients with asthma reported perceptions of daily 
asthma management, for example a non-adherence to daily medication, and 
environmental factors to be significant barriers to asthma management (Laster, Holsey, 
Shendell, McCarty & Celano, 2009).  A high level of agreement between children and 
caregivers on the amount of each party’s involvement in asthma care was associated with 
a lower rate of asthma morbidity for children (Greenley, Josie & Drotar, 2006).  These 
findings suggest increased family involvement in an asthma treatment plan and increased 
communication between caregivers and children are important in the successful 
management of pediatric asthma. 
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There are a number of methods available to gather data about asthma management 
from children and their caregivers.  Family Asthma Management System Scale 
(FAMSS), a self-report interview of caregivers, was determined to be a reliable tool in 
measuring a child’s asthma care and morbidity (McQuaid, Walders, Kpel, Fritz & 
Klinnert, 2005).  Kunkoy & Crain (2010) found interview-administration and self-
completed surveys to be equally as effective in obtaining data from caregivers of children 
with asthma.  A past study conducted at a pediatric outpatient clinic in Bronx, NY used 
anonymous surveys to explore the existing use of complementary alternative medicine 
(CAM) within pediatric asthma care.  Of those caregivers using CAM as part of their 
child’s asthma care, 82% did not inform their child’s physician of the CAM use, 
suggesting a break in communication between caregivers and physicians (Braganza, 
Oxuah & Sharif).   
According to the American Lung Association (2012), the direct health care cost of 
asthma is $50.1 billion per year.  A number of studies have focused on the use of targeted 
interventions to decrease the rate of asthma-related hospitalizations, emergency 
department visits and readmissions.  The use of an electronic asthma monitoring system 
(AMS) in pediatric patients with asthma did not lead to decreased rates of admissions or 
emergency department visits when compared to the use of a less-costly, paper diary 
(Jacobson, Lieblein, Fierman Fishkin, Hutchinson, Rodriguez…& Saperstein, 2009).  
Varying degrees of asthma education interventions for pediatric patients and their 
caregivers were determined to be cost-effective measures in reducing healthcare costs 
associated with asthma (Karnick, Margellos-Anast, Seals, Whitman, Aljadef & Johnson, 
2007).  Another study found bedside asthma education interventions did not lead to 
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reduced hospitalizations or emergency department visits for pediatric patients with 
asthma (Davis, Benson, Cooney, Spurell & Orelain, 2011).  Discrepancies between the 
effectiveness of beside asthma education prompts further study of this type of 
intervention. 
Feel Better TV (FBTV) is an interactive patient care system that incorporates 
entertainment and education to engage children and families while in the hospital, was 
installed at Hospital X – a hospital serving pediatric patients and families in Bronx, NY - 
in 2010. There are currently 14 asthma healthcare videos, ranging from 3 to 5 minutes in 
length, available to patients and caregivers.  Physicians are able to “prescribe” these 
videos for patients and/or caregivers to watch using an interactive component of FBTV; 
physicians can also verify if the patient has played the video.  Additionally, FBTV has 
the capability to incorporate an asthma care plan, a multi-phase education curriculum 
focusing on asthma management. 
The current asthma healthcare videos on FBTV lack an interactive component 
geared toward evaluating patient and/or caregiver comprehension of viewed videos.  This 
project will pilot comprehension questions paired with an existing asthma healthcare 
video on the FBTV.   This project seeks to explore the use of the FBTV healthcare videos 
as a tool in asthma education for pediatric patients with asthma and their caregivers.  
Objective.  This project seeks to identify attributes of pediatric patients with 
asthma and their caregivers using anonymous, self-report surveys.  The surveys will 
focus on rates of asthma in-patient admission and emergency department visits, general 
understanding of asthma, current services utilized in the hospital and interest in the 
potential expansion of existing services.  Additionally, the project will explore 
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prospective development of Feel Better TV by offering patients and caregivers viewings 
of the existing “What is Asthma?” video followed by pilot survey questions on video 
comprehension and perceived effectiveness.  Based on information obtained from the 
above interviews, the project will explore the use of the existing Feel Better TV video as 
a tool for asthma education. 
Hypothesis.  Children and caregivers will gain increased understanding of asthma 
after watching the “What is Asthma?” video on Feel Better TV. 
Study Population.  The study will sample two populations:   
1. Patients ages 6-21 with a primary diagnosis of asthma, currently receiving treatment at 
Hospital X for asthma-related reasons in an inpatient unit or emergency department.   
2. Caregivers of patients ages 0-21 with a primary diagnosis of asthma, currently 
receiving treatment at Hospital X for asthma-related reasons in an inpatient unit or 
emergency department. 
Procedure.  Eligibility will be determined based on the patient’s documented 
admitting reason, as well as verification of asthma diagnosis from the patient’s medical 
chart or physician and oral verification of asthma diagnosis from the patient and/or 
caregiver.   
After eligibility is met, patients and caregivers will be invited to participate in 
anonymous, self-report surveys.  Verbal description of the project will be provided and 
the interviewer will express that participation in the survey is anonymous, voluntary and 
can be terminated at any point during the interview.  Oral consent will be obtained for all 
patients and caregivers prior to their participation.  The inquiry is a convenience sample.  
All efforts will be made to sample 25 patients and 25 caregivers.  The survey is 
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anonymous; name, admitting reason and primary diagnosis will be obtained but will not 
be linked to any identifying information in the database. 
Surveys are available in English and Spanish languages.  Children and caregivers 
will be asked their language preferences prior to the start of the survey and interpreting 
services are available, if needed.  Surveys will be conducted in a verbal interview-style 
by an interviewer.  If requested, children and/or caregivers will be able to independently 
complete a written version of the survey under interviewer observation.   
There are two versions of the survey, one for children and one for caregivers.  The 
surveys for children consist of a total of 22 closed-ended questions.  The interviewer will 
ask the children 16 questions, show the 3 minute and 30 second “What is Asthma?” video 
on the Feel Better TV and then ask 6 additional questions.  Of these 22 questions, two 
identical sets of 3 comprehension questions will be asked before and after the video 
viewing.  The surveys for caregivers consist of a total of 23 closed-ended questions.  The 
interviewer will ask the caregivers 17 questions, show the 3 minute and 30 second “What 
is Asthma?” video on the Feel Better TV and then ask 6 additional questions.  Of these 23 
questions, two identical sets of 3 comprehension questions will be asked before and after 
the video viewing.  The child and caregiver interviews each take approximately 20 
minutes to complete. Participants consisting of child-caregiver dyads will be encouraged 
to complete the surveys at separate times with the interviewer; if this is not possible, the 
children and caregivers will be encouraged to answer independently of one another.   
Survey interviews will be conducted by Tina DiMartino.  Participants’ answers to 
survey questions will be recorded by either the interviewer, Tina DiMartino or the 
participant in written format using survey questionnaires provided by the interviewer.     
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See Appendix A for child and caregiver surveys. 
Data Analysis.  Written responses to survey interview questions, recorded on the 
survey questionnaires, will be used in the data analysis.  The demographic characteristics 
of the study populations will be reported with descriptive statistics.  Frequencies for 
responses to the survey questions will be calculated.  Univariate analyses will be 
performed to test differences in responses to comprehension questions by demographic 
characteristics. 
Privacy and Protection.  The surveys are anonymous and data from the 
participants will not be individually linked to identifying information.  Only the 
investigators will have access to the data.  Questionnaires will be kept in the possession 















Summary of Data 
A total of 50 surveys, 26 administered to children and 24 to caregivers, were 
completed between February 18
th
 and March 27
th
, 2013.  Out of the 50 surveys, 46 
participants –25 children and 21 caregivers – completed surveys with the video 
component.  Forty-five surveys were conducted throughout the inpatient units of the 
hospital and the remaining five surveys were administered in the pediatric emergency 
department. Spanish language surveys were distributed to five caregivers.  The majority 
of child participants were of school age; 77% were between the ages of 6 and 12 
years.  Caregivers of school-age children represented 59% of the caregiver 
participants.  Both children (77%) and caregivers (96%) denoted the range between birth 
and five years as the most common age of asthma diagnosis. 
Children (38%) and caregivers (42%) most frequently reported the child’s last 
hospital admission for asthma occurred over 1 year prior to the child’s current hospital 
visit.  However, the second most common time period indicated by both children (23%) 
and caregivers (25%) was between 1 and 3 months prior to the child’s current hospital 
visit.  The majority of both groups (58% of children and 54% of caregiver) reported 
between 0 and 1 hospital inpatient admission for an average year.  One-third of 
caregivers reported the child’s last emergency department visit to be less than 1 month 
prior to the child’s current hospital visit, while children most frequently (23%) named 4 
to 6 months as the time period since their last emergency department visit.  Only 12% of 




Seventy-nine percent of children and 83% of caregivers stated the child had three 
or more asthma triggers.  More than half of children selected cold weather (69%), dust 
(65%) and changes in weather (58%) as asthma triggers, while the majority of caregivers 
reported cold weather (75%) and fever/cold/other illness (67%) as the most common 
asthma triggers. The most frequent chosen barriers to asthma care were the child missing 
school because of asthma (by 81% of children and 71% of caregivers) and being around 
asthma triggers (by 81% of children and 63% of caregivers).  There was a large disparity 
between the number of children (73%) and caregivers (29%) who reported fear/anxiety of 
asthma flare-ups.  Children and caregivers selected a greater number of ways they are 
able to control asthma compared to their perceived barriers to asthma care.  Fifty-four 
percent of children and 42% of caregivers identified five or more strengths of asthma care 
and control, while 31% of children and 0% of caregivers identified five or more 
challenges of asthma care and control. 
The majority of children gain information about asthma from the hospital (81%), 
their primary care doctors (69%) and their families (58%). Caregivers indicated the 
hospital (79%) and their child’s primary care doctor (79%) to be “very helpful” resources 
for asthma information.  The two least utilized services for both children and caregivers 
were the use of videos about asthma and asthma-related conversation with a child life 
specialist. During past and/or present hospital visits, 77% of children and 54% of 
caregivers reported they did not watch any movies about asthma.  In addition, 77% of 
children and 42% of caregivers reported they did not speak with a child life specialist 
about asthma during past and/or present hospital visits. No caregivers identified any 
utilized services as “not helpful.”  All children and caregivers selected at least one service 
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they would like to receive during future hospital visits.  Out of the potential services, 
children were most interested in playing a video game (62%) or a board game (62%) 
about asthma, speaking with an adult in the hospital (62%) and watching a movie about 
asthma (58%).  To increase their own knowledge of asthma, caregivers were most 
interested in speaking with a doctor (71%), creating an asthma action plan (58%) and 
receiving a visit from an asthma educator (58%). Caregivers indicated their children 
would benefit most from playing a video game (56%) and a board game (46%) about 
asthma, creating an asthma action plan (50%) and speaking with a doctor about asthma 
(46%).  
The first comprehension question on the survey stated, “Asthma is called a 
chronic illness because it can be cured and never come back.”  The correct answer was 
“false” and the incorrect answer was “true.”  Prior to watching the video, 78% of all 
participants’ selected correct responses and 22% answered incorrectly.  After watching 
the video, 72% of participants identified the correct response, whereas 28% identified the 
incorrect response.  More caregivers than children chose the correct answer both before 
and after the video.  Prior to watching the video, 73% of children answered correctly, 
whereas 83% of caregivers answered correctly.  After watching the video, 60% of 
children selected the correct option, whereas 86% of caregivers selected the correct 
option.   The percentage of accurate answers following the video decreased for child 
participants (-13%) but increased for caregiver participants (+3%). 
The second comprehension question asked, “Which of the following can happen 
inside the airways during an asthma flare-up?”   The given options were “the airways can 
become swollen,” “the muscles around the airways can tighten,” the airways can make 
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thick mucus” and “all of the above,” with the correct answer of “all of the above.”  Prior 
to watching the video, 66% of all participants selected the correct response and 34% 
answered incorrectly.  After watching the video, 85% of participants identified the correct 
response, whereas 16% identified incorrect responses.  More caregivers than children 
chose the correct answer both before and after the video.  Prior to watching the video, 
58% of children answered correctly and 75% of caregivers answered correctly.  After 
watching the video, 80% of children selected the correct option and 90% of caregivers 
selected the correct option.  The percentage of accurate answers following the video 
increased for child participants (+22%) and caregiver participants (+15%).  
The third comprehension question asked, “What is the whistling sound that you 
might hear during an asthma flare-up?”  The given options were “hiccup,” “cough,” 
“wheeze” and “sigh,” with the correct answer of “wheeze.”  Prior to watching the video, 
90% of all participants selected the correct response and 10% answered 
incorrectly.  After watching the video, 89% of participants identified the correct response, 
whereas 11% identified incorrect responses.  More children than caregivers chose the 
correct response both before and after the video.  Prior to watching the video, 92% of 
children answered correctly and 88% of caregivers answered correctly.  After watching 
the video, 92% of children selected the correct option and 86% of caregivers selected the 
correct option.  The percentage of accurate answers following the video had no change 
for child participants (+0%) and slightly decreased for caregiver participants (-3%).  
After watching the video, 84% of children and 95% of caregivers agreed the video 
helped them learn more about asthma.  In addition, 72% of children and 57% of 
caregivers indicated the video would help them/their child have fewer hospital visits for 
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asthma in the future.  Most children (84%) and caregivers (83%) were interested in 
watching at least one more asthma healthcare video.  The video that was of most interest 
for both children (56%) and caregivers (67%) was entitled “Asthma Triggers.” 























Healthcare videos and healthcare-centered conversations with child life specialists 
were the two least utilized services reported by both children and caregivers in this 
quality improvement inquiry.   However, the perceived effectiveness of the video in 
increasing understanding of asthma and the participants’ interest in viewing additional 
asthma healthcare videos was high for children and caregivers.  In order to increase the 
use of both healthcare videos and child life specialist asthma-related healthcare 
conversations with patients and families, several changes are suggested.  It is 
recommended that future healthcare videos are equipped with interactive comprehension 
questions like those piloted in this project at the beginning and end of the healthcare 
video.  By linking the comprehension questions to the videos and allowing the patient 
and/or caregiver responses to be tracked electronically, the staff can access an additional 
resource to evaluate patient and family understanding of asthma care. 
Almost three-quarters of child participants interviewed reported fear of asthma 
flare-ups. In addition, more than half of children and families reported an interest in 
engaging in play activities related to asthma.  It is within the role of a child life specialist 
to address potential feelings of fear/anxiety through developmentally appropriate, play-
based interventions for patients and families.  Furthermore, the child life specialist can 
use the child/caregiver’s electronically tracked answers to the comprehension questions 
from the healthcare videos as a tool to tailor interventions to the specific needs of the 
child and family.   
To further evaluate the efficacy of the educational healthcare videos and child life 
specialist directive interventions as tools for reducing readmission rates for asthma, future 
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research initiatives are recommended.   A longitudinal study would be useful in 
examining patients’ rates of reutilization (admissions and emergency department visits) 
during a 12-month period of time following various interventions (asthma education 
video only, asthma education video + asthma educator services, asthma education video 
+ asthma educator services + child life specialist intervention).  The rates of hospital 
visits could be compared retrospectively using the patients’ past medical records to 
compare rates of hospitalizations during the 12-month period prior to and following the 
interventions, in order to evaluate if the interventions affect the patients’ rates of 
admission.  In addition, the cost-efficacy of the interventions could be compared through 
evaluating the money spent on the intervention with money saved if hospital visits are 
found to decrease following the interventions.  
A child life specialist can serve the needs of pediatric patients with asthma and 















SURVEY FOR PATIENTS 
 
1. How old are you? 
□ 6-7 years old          □8-9 years old          □10-12 years old         □13-15 years old          □16-18 years old          
□19+ years old 
 
2. How old were you when you first found out you had asthma? 
□ 0-5 years old     □ 6-7 years old      □8-9 years old      □10-12 years old     □13-15 years old       
□16-18 years old     □19+ years old 
 
3. When was the last time you stayed overnight in the hospital for asthma? 
□ Less than 1 month ago   □ 1-3 months ago    □ 4-6 months ago     □ 7-12 months ago      
□ More than 1 year ago 
 
4. In one year, about how many times do you stay overnight in the hospital for asthma? 
□ 0-1 times/year       □ 2-3 times/year       □ 4-6 times/year       □ 7-9 times/year       □10-12 times/year       
□More than 12 times/year 
 
5.  When was the last time you came to the Emergency Room for an asthma treatment? 
□ Less than 1 month ago     □ 1-3 months ago      □ 4-6 months ago      □ 7-12 months ago      
□ More than 1 year ago  
 
6. In one year, about how many times do you go to the Emergency Room for an asthma treatment? 
□ 0-1 times/year       □ 2-3 times/year       □ 4-6 times/year       □ 7-9 times/year       □10-12 times/year       
□More than 12 times/year 
 
7. Asthma triggers are things that cause your asthma symptoms and may make you cough, wheeze or have 
trouble breathing.   
What are your asthma triggers? Check all the triggers you have. 
□Dust        □Mold        □Pets        □Tobacco/cigarette smoke        □Outdoor air pollution          
□Cockroaches     □Cold weather         □ Changes in weather         □Fever/cold/other sickness        □Exercise       
□Something else_________________    □I don’t know my asthma triggers  
 
8. When you come to the hospital for asthma, is it for the same reasons or different reasons? 
 □It’s for the same reasons every time 
 □It’s for different reasons every time 
 
9. I am in control of my asthma. These are the things I do best...  (You can check more than 1 box) 
□I know what my triggers are 
□I know what to do when I am having an asthma flare-up 
□I talk to my friends and family about asthma 
□People at school know about asthma 
□I know how to take asthma medicine 
□I remember to take asthma medicine 
 
10. What are the hardest things about having asthma? (You can check more than one box) 
□Being around my triggers           
□I’m afraid of having an asthma flare-up           
□I don’t know enough about asthma  
□Missing school because of asthma           
□I don’t know what to tell my friends/family about asthma      
□I don’t know when to take asthma medicine   
□It’s hard to remember to take asthma medicine   
□I don’t want to take asthma medicine  
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11. Where do you learn about your asthma? Check all the places where you learn about asthma. 
□ The Internet 
□ Books about asthma 
□ Games about asthma 
□ School 
□ My friends 
□ My family 
□ My regular doctor 
□The hospital 
 
12. When you were in the hospital, did you....  
Have a visit from the asthma educator?   □ Yes      □ No 
Watch a movie about asthma?    □ Yes       □ No 
Use the Feel Better TV (On the hospital TV)?  □ Yes      □ No   
Talk to a doctor about your asthma?   □ Yes      □ No 
Talk to a nurse about your asthma?    □ Yes         □ No 
Talk to a child life specialist about your asthma?  □ Yes      □ No 
 
13. How would you like to learn more about asthma? Check all the things that would help you. 
□ Writing down a plan about asthma (Asthma Action Plan) 
□ Having a visit from the asthma educator to show me how to use my medicine 
□Talking with an adult in the hospital about asthma 
□ Making a calendar to help me take asthma medicine 
□ Reading books about asthma 
□ Watching movies about asthma 
□ Looking at websites about asthma on the Internet 
□ Playing a board game about asthma 
□ Playing a video game about asthma 
 




15. Which of the following can happen inside the airways during an asthma flare-up? (Circle one) 
a. The airways can become swollen 
b. The muscles around the airways can tighten 
c. The airways can make thick mucus 
d. All of the above 
 



















AFTER-VIDEO PATIENT SURVEY 
 
1. Asthma is called a chronic illness because it can be cured and never come back. (Circle one) 
 a. True 
 b. False 
 
2. Which of the following can happen inside the airways during an asthma flare-up? (Circle one) 
 a. The airways can become swollen 
 b. The muscles around the airways can tighten 
 c. The airways can make thick mucus 
 d. All of the above 
 
3. What is the whistling sound that you might hear during an asthma flare-up? (Circle one) 
 a. Hiccup 
 b. Cough 
 c. Wheeze 
 d. Sigh 
 








6. What other videos would you want to see? Check all the videos you would want to see. (You can check 




□Asthma: Parents Talk 
□Creating an Asthma-Safe Home 
□Handling Asthma Flare-Ups 
□Medical Tests for Asthma 
□Nebulizers and Inhalers 
□The Asthma Action Plan 
□Using a Peak Flow Meter 




















ENCUESTA PARA ENFERMA 
 
1. ¿Cuántos años tienes? 
□ 6-7 años  □8-9 años □ 10-12 años  □13-15 años  □ 16-18 años        □ 19+ años 
 
2. ¿Qué edad tenías  la primera vez que se enteró de que tenía asma? 
□ 0-5 años  □6-7 años □ 8-9 años  □ 10-12 años  □13-15 años □ 16-18 años  
□ 19+ años 
 
3  ¿Cuándo fue la última vez que pasó la noche en el hospital para el asma? 
□ Menos de 1 mes pasado     □ 1-3 meses pasados □4-6 meses pasados  □ 7-12 meses pasados  
□ Más de 1 año pasado 
 
4. ¿En un año, cuántas veces te has quedado toda la noche en el hospital para el asma? 
□ 0-1 veces/año        □ 2-3 veces/año        □ 4-6 veces/año       □ 7-9 veces/año        □ 10-12 veces/año        
□ Más de 12 veces/año  
 
5. ¿Cuándo fue la última vez que vistó la sala de emergencias para un tratamiento para el asma? 
□ Menos de 1 mes pasado     □ 1-3 meses pasados □4-6 meses pasados  □ 7-12 meses pasados  
□ Más de 1 año pasado 
 
6. ¿En un año, cuántas veces visitas la sala de emergencias para un tratamiento del asma? 
□ 0-1 veces/año        □ 2-3 veces/año        □ 4-6 veces/año       □ 7-9 veces/año        □ 10-12 veces/año        
□ Más de 12 veces/año  
 
7. Los desencadenantes (lo que dispara) el asma son cosas que causan sus síntomas de asma y puede causar 
tos, sibilancias o dificultad para respirar.  ¿Cuáles son factores desencadenantes del asma? (Marque todos 
los factores desencadenantes que tengas) 
□ Polvo        □ Moho           □ Mascotas        □ Tabaco/Humo de cigarrillo        
□ Contaminación del aire exterior         □ Cucarachas □ Clima frío     □ Cambios en el clima    
□ Fiebre/Resfriado/Enfermedad    □ Ejercicio    □ Algo mas___________________   
□ No sé cuales son mi desencadenantes del asma  
 
8. Al llegar al hospital por asma, es por las mismas razones o diferentes? 
 □ Es por la misma razón cada vez 
 □ Es por diferentes razones cada vez 
 
9. Yo estoy en control de mi asma. Estas son las cosas que hago mejor ... (Puede marcar más de una casilla) 
□ Yo sé cuáles son mis desencadenantes son 
□ Yo sé qué hacer cuando estoy teniendo un ataque de asma 
□ Hablo con mis amigos y familia sobre el asma 
□ Gente en la escuela saber sobre el asma 
□ Sé cómo tomar medicamentos para el asma 
□ Recuerdo tomar medicamentos para el asma 
 
10. ¿Cuáles son las cosas más difíciles de tener asma? (Puede marcar más de una casilla) 
□ Estar cerca de mis disparadores           
□ Tengo miedo de tener un ataque de asma           
□ No sé lo suficiente sobre el asma 
□ Falto escuela por causa del asma          
□ No sé qué decirle a mis amigos / familia sobre el asma      
□ No sé cuándo tomar medicamentos para el asma   
□ Es difícil acordarse de tomar el medicamento para el asma   





11. ¿Dónde aprendes sobre el asma? Revise todos los lugares donde has aprendido sobre el asma. 
□ Internet 
□ Libros sobre asma 
□ Juegos sobre el asma 
□ Escuela 
□ Mis amigos 
□ Mi familia 
□ Mi médico de cabecera 
□ El hospital 
 
12. ¿Cuando usted estuvo en el hospital, verdad ....   
Tienes una visita del educador del asma?     □ Sí □No 
Viste una película sobre el asma?      □ Sí  □No 
Usaste el Feel Better TV (en TV hospital)?     □ Sí □No  
Hablaste con un médico acerca de su asma?     □ Sí □No 
Hablaste con una enfermera sobre su asma?     □ Sí □No 
Hablaste con un especialista en vida infantil (Child Life) acerca de su asma? □ Sí □No 
 
13. ¿Cómo le gustaría aprender más sobre el asma? Revise todas las cosas que le ayudarían. 
□ Escribiendo un plan sobre el asma (Plan de Acción para el Asma) 
□ Tener la visita del educador del asma que me mostrara cómo usar mi medicina 
□ Hablar con un adulto en el hospital por asma 
□ Haciendo un calendario para ayudarme a tomar medicamentos para el asma 
□ La lectura de libros sobre el asma 
□ Ver películas sobre el asma 
□ Aprender del asma por el Internet 
□ Reproducción de un juego de mesa sobre el asma 
□ Jugar a un videojuego sobre el asma 
 




15. ¿Cuál de los siguientes puede ocurrir en el interior de las vías respiratorias durante un ataque de asma? 
(círculo uno) 
a. Las vías respiratorias pueden llegar a ser hinchada. 
b  Los músculos que rodean las vías respiratorias pueden apretarse 
c. Las vías respiratorias pueden hacer moco 
d. Todas las respuestas anteriores 
 
16. ¿Qué es el sonido silbante que se puede escuchar durante un ataque de asma? (círculo uno) 
a. Hipo 
b. Tos 















DESPUÉS DE VIDEO ESTUDIO POR ENFERMA 
 




2. ¿Cuál de los siguientes puede ocurrir en el interior de las vías respiratorias durante un ataque de asma? 
(círculo uno) 
a. Las vías respiratorias pueden llegar a ser hinchada. 
b  Los músculos que rodean las vías respiratorias pueden apretarse 
c. Las vías respiratorias pueden hacer moco 
d. Todas las respuestas anteriores 
 
3. ¿Qué es el sonido silbante que se puede escuchar durante un ataque de asma? (círculo uno) 
a. Hipo 
b. Tos 
c. Las sibilancias 
d. Suspiro 
 








6. ¿Qué otros videos te gustaría ver? Revise todos los vídeos que desea ver: 
□ Asma Medicina 
□Asma Cuento 
□ Desencadenantes del asma 
□El asma: Padres hablan 
□ Creación de un Asma Casa-Seguro 
□Manejo Asma crisis asmáticas 
□ Pruebas médicas para el Asma 
□ Nebulizadores e inhaladores 
□ La acción contra el asma Plan de 
□ El uso de un medidor de flujo máximo 




















SURVEY FOR CAREGIVERS 
 
1. How old is your child? 
□ 0-2 years □3-5 years        □ 6-7 years      □8-9 years          □10-12 years         □13-15 years       
□16-18 years     □19+ years 
 
2. At what age was your child diagnosed with asthma?  
□ 0-2 years       □3-5 years      □ 6-7 years          □8-9 years         □10-12 years         □13-15 years           
□16-18 years       □19+ years 
 
3. When was the last time your child was admitted to the hospital for asthma? (Overnight stay) 
□ Less than 1 month ago          □ 1-3 months ago          □ 4-6 months ago          □ 7-12 months ago           
□ More than 1 year ago 
 
4. On average, how often is your child admitted to the hospital for asthma in one year? (Overnight stay) 
□ 0-1 times/year       □ 2-3 times/year       □ 4-6 times/year       □ 7-9 times/year       □10-12 times/year       
□More than 12 times/year 
 
5. When was the last time your child had an Emergency Room visit for asthma? (Treated in ER, Not 
admitted) 
□ Less than 1 month ago          □ 1-3 months ago          □ 4-6 months ago          □ 7-12 months ago           
□ More than 1 year ago 
 
6. On average, how often does your child go to the Emergency Room for asthma in one year? (Treated in 
ER, Not admitted) 
□ 0-1 times/year       □ 2-3 times/year       □ 4-6 times/year       □ 7-9 times/year       □10-12 times/year       
□More than 12 times/year 
 
7. Asthma triggers are what cause your child’s asthma symptoms and may make your child cough, wheeze 
or have trouble breathing.   
What are your child’s asthma triggers? Check all that apply. 
□Dust/dust mites          □Mold          □Pets          □Tobacco/Cigarette Smoke        □Outdoor Air Pollution        
□Cockroach Allergen     □Cold Weather      □ Weather Changes      □Fever/Cold/Other Illness    □Exercise          
□Other_________________________         □I don’t know my child’s asthma triggers    
 
8. When your child comes to the hospital for asthma, is it for the same or different reasons? 
 □It’s for the same reasons every time 
 □It’s for different reasons every time 
 
9. How do you and your child best control your child’s asthma? What are some of the things you do best? 
Check all that apply. 
□Can identify asthma triggers             □Address asthma in school              
□Know what to do when child is having an asthma flare-up      □Talk to family/friends about asthma        
□Know how to take asthma medication             □Know when to take asthma medication     
 
10. What are the biggest challenges to your child’s asthma? Check all that apply. 
□Triggers          □Fear/anxiety of asthma flare-up          □Not enough information on asthma          
□Confusion about medication          □Child misses school because of asthma     










11. Where do you get most of your information on asthma? How helpful is it?  
Very Helpful       Somewhat Helpful        Not Helpful       Do Not Use 
The Internet    □      □          □            □ 
Books about asthma   □      □          □            □ 
Pamphlets/informational packets on asthma □      □          □            □ 
My child’s school    □      □          □            □ 
Community resources   □      □          □            □ 
My child’s primary care doctor  □      □          □            □ 
Medical staff in the hospital  □      □          □            □ 
 
12. Which of the following services have you received during hospitalizations or ED visits? How helpful 
was it? 
 Very Helpful        Somewhat Helpful      Not Helpful     Did Not Use 
Asthma educator visit   □      □          □            □ 
Videos about asthma   □      □          □            □ 
Feel Better TV (On hospital TV)  □      □          □            □ 
Review of treatment, triggers, and medications by:     
Doctors    □      □          □            □ 
Pharmacist   □      □          □            □ 
Nurse    □      □          □            □ 
Child Life Specialist  □      □          □            □ 
Other_________________ □      □          □            □ 
 
13. In the future, which services would you be interested in receiving for yourself regarding asthma? 
Check all that apply. 
 □ Asthma Action Plan 
□ Asthma educator visit 
□ Videos about asthma 
Review of treatment, triggers, and medications by: 
□Doctors          □Pharmacist          □Nurse          □Child Life Specialist  
□ Written information/packet/pamphlet on asthma 
□ Website on asthma 
□ Schedule/calendar for asthma medication 
□ Board game about asthma 
□ Video game about asthma 
 
14. In the future, which services would you be interested in receiving for your child regarding asthma? 
Check all that apply. 
 □ Asthma Action Plan 
□ Asthma educator visit 
□ Videos about asthma 
Review of treatment, triggers, and medications by: 
□Doctors          □Pharmacist          □Nurse          □Child Life Specialist 
□ Written information/packet/pamphlet on asthma 
□ Website on asthma 
□ Schedule/calendar for asthma medication 
□ Board game about asthma 
□ Video game about asthma 
 









16. Which of the following can happen inside the airways during an asthma flare-up? (Circle one.) 
a. The airways can become swollen 
b. The muscles around the airways can tighten 
c. The airways can make thick mucus 
d. All of the above 
 




















































AFTER-VIDEO CAREGIVER SURVEY 
 
1. Asthma is called a chronic illness because it can be cured and never come back. (Circle one.) 
 a. True 
 b. False 
 
2. Which of the following can happen inside the airways during an asthma flare-up? (Circle one.) 
 a. The airways can become swollen 
 b. The muscles around the airways can tighten 
 c. The airways can make thick mucus 
 d. All of the above 
 
3. What is the whistling sound that you might hear during an asthma flare-up? (Circle one.) 
 a. Hiccup 
 b. Cough 
 c. Wheeze 
 d. Sigh 
 












□Asthma: Parents Talk 
□Creating an Asthma-Safe Home 
□Handling Asthma Flare-Ups 
□Medical Tests for Asthma 
□Nebulizers and Inhalers 
□The Asthma Action Plan 
□Using a Peak Flow Meter 





















ENCUESTA PARA CUIDADORES 
 
1. ¿Cuantos años tiene su hijo? 
□ 0-2 años      □3-5 años      □ 6-7 años       □8-9 años       □10-12 años       □13-15 años       □ 16-18 años      
□ 19 + años 
 
2. ¿A qué edad fue su hijo diagnosticado con asma?  
□ 0-2 años      □3-5 años      □ 6-7 años       □8-9 años       □10-12 años       □13-15 años       □ 16-18 años      
□ 19 + años 
 
3. ¿Cuándo fue la última su hijo vez fue ingresado al hospital por asma? (Estancia de una noche) 
□ Menos de 1 mes pasado     □ 1-3 meses pasados □4-6 meses pasados  □ 7-12 meses pasados  
□ Más de 1 año pasado 
 
4. En promedio, cual es la frecuencia con que su hijo está ingresado en el hospital por asma en un año? 
(Estancia de una noche) 
□ 0-1 veces/año        □ 2-3 veces/año        □ 4-6 veces/año       □ 7-9 veces/año        □ 10-12 veces/año        
□ Más de 12 veces/año  
 
5. ¿Cuándo fue la última vez que su hijo tuvo una visita a la Sala de Emergencia por asma? (Tratado de ER, 
pero no es ingresado) 
□ Menos de 1 mes pasado     □ 1-3 meses pasados □4-6 meses pasados  □ 7-12 meses pasados  
□ Más de 1 año pasado 
 
6. En promedio, ¿con qué frecuencia va su hijo a la sala de emergencia por asma en un año? (Tratado de 
ER, no es admitido) 
□ 0-1 veces/año        □ 2-3 veces/año        □ 4-6 veces/año       □ 7-9 veces/año        □ 10-12 veces/año        
□ Más de 12 veces/año  
 
7. Los desencadenantes del asma son la causa de los síntomas de asma de su hijo y puede hacer que su niño 
tosa, tenga sibilancias o dificultad para respirar.  ¿Cuáles hacen que el asma dispara? Marque todo lo que 
corresponda. 
□ Polvo/Polvo de ácaros    □ Moho    □ Mascotas     □ Tabaco /cigarrillo humo     
□Contaminación del aire exterior       □Cucarachas     □Clima frío          □Cambios en el clima         
□ Fiebre/Resfriado/Enfermedad         □Ejercicio       □Algo mas___________________     
□ No sé asma de mi hijo desencadena    
 
8. Cuando su  niño llega al hospital por asma, es por las mismas razones o diferentes? 
 □ Es por la misma razón cada vez 
 □ Es por diferentes razones cada vez 
 
9. ¿Cuáles son algunas cosas que usted y su hijo hacen mejor con el asma de su niño? Marque todas las que 
apliquen. 
□ Puede identificar los desencadenantes del asma  
□ Sepa qué hacer cuando el niño está teniendo un ataque de asma  
□ Hable con sus familiares / amigos acerca del asma          □ Sepa cómo tomar medicamentos para el asma 
□ Saber cuándo tomar medicamentos para el asma          □ Dirección asma en la escuela 
 
10. ¿Cuáles son los mayores retos para el asma de su niño? Marque todas las que apliquen. 
□Desencadena      □ Miedo / Ansiedad de ataque de asma     □ No hay suficiente información sobre el asma  
□ Confusión sobre la medicación      □Del niño falta a la escuela debido al asma 







11. ¿De dónde obtiene la mayoría de su información sobre el asma? ¿Qué tan útil es?  
Muy útil          Algo útil        No es útil                   No utilizó 
El Internet    □   □   □      □ 
Libros sobre asma   □   □   □      □    
Panfletos / paquetes informativos sobre el asma□   □   □      □ 
Escuela de mi hijo    □   □   □      □        
Recursos comunitarios   □   □   □      □  
Mi médico de atención primaria  □   □  □      □ 
Personal médico en el hospital o en urgencias□  □   □      □ 
                     
12. Cual de los siguientes servicios que usted recibió durante las hospitalizaciones o visitas de emergencia? 
¿Qué tan útil fue? 
 Muy útil  Algo útil  No es útil  No utilizó 
Visita de un educador del asma  □   □   □      □ 
Vídeos sobre el asma   □   □   □      □   
Feel Better TV (En la t.v. del hospital) □   □   □      □   
Revisión del tratamiento, activadores medicamentos     
Doctors    □  □   □      □  
Farmacéutico   □   □   □      □  
Enfermera   □   □   □      □  
Especialista en vida infantil □   □   □      □ 
                      
13. En el futuro, los servicios que estuvieran interesado en recibir para sí mismo en relación con el asma? 
Marque todos los que apliquen. 
 □El Plan de Acción del Asma  
□ Visita educador del asma 
□ Videos sobre del asma 
Revisión del tratamiento asma, factores desencadenantes, los medicamentos 
□ Médicos      □ Farmacéutico      □ Enfermera      □ Especialista en vida infantil 
□Información escrita / packet / panfleto sobre el asma 
□ Internet sitio sobre el asma 
□ Horario / calendario de medicación para el asma 
□ Jugo bordo sobre el asma 
□Jugo Vídeo sobre el asma 
 
14. En el futuro, los servicios que estuvieran interesado en recibir para su hijo en relación con el asma? 
Marque todos los que apliquen. 
□El Plan de Acción del Asma  
□ Visita educador del asma 
□ Videos sobre del asma 
Revisión del tratamiento asma, factores desencadenantes, los medicamentos 
□ Médicos      □ Farmacéutico      □ Enfermera      □ Especialista en vida infantil 
□Información escrita / packet / panfleto sobre el asma 
□ Internet sitio sobre el asma 
□ Horario / calendario de medicación para el asma 
□ Jugo bordo sobre el asma 
□Jugo Vídeo sobre el asma 
 









16. ¿Cuál de los siguientes puede ocurrir en el interior de las vías respiratorias durante un ataque de asma? 
(círculo uno) 
a. Las vías respiratorias pueden llegar a ser hinchada. 
b  Los músculos que rodean las vías respiratorias pueden apretarse 
c. Las vías respiratorias pueden hacer moco 
d. Todas las respuestas anteriores 
 
17. ¿Qué es el sonido silbante que se puede escuchar durante un ataque de asma? (círculo uno) 
a. Hipo 
b. Tos 
















































DESPUÉS DE VIDEO ESTUDIO POR CUIDADOR 
 




2. ¿Cuál de los siguientes puede ocurrir en el interior de las vías respiratorias durante un ataque de asma? 
(círculo uno) 
a. Las vías respiratorias pueden llegar a ser hinchada. 
b  Los músculos que rodean las vías respiratorias pueden apretarse 
c. Las vías respiratorias pueden hacer moco 
d. Todas las respuestas anteriores 
 
3. ¿Qué es el sonido silbante que se puede escuchar durante un ataque de asma? (círculo uno) 
a. Hipo 
b. Tos 
c. Las sibilancias 
d. Suspiro 
 








6. ¿Qué otros videos le gustaría ver? Revise todos los vídeos que desea ver: 
□ Asma Medicina 
□Asma Cuento 
□ Desencadenantes del asma 
□El asma: Padres hablan 
□ Creación de un Asma Casa-Seguro 
□Manejo Asma crisis asmáticas 
□ Pruebas médicas para el Asma 
□ Nebulizadores e inhaladores 
□ La acción contra el asma Plan de 
□ El uso de un medidor de flujo máximo 














































*Caregiver reported: Age 0-2y, n=15, 63% and Age 2-5y, n=8, 33% 
 
Child Age # Child % Child # Caregiver % Caregiver 
0-2y -- -- 0 0% 
3-5y -- -- 9 38% 
6-7y 7 27% 4 17% 
8-9y 6 23% 5 21% 
10-12y 7 27% 5 21% 
13-15y 3 11% 1 4% 
16-18y 2 8% 0 0% 
19+y 1 4% 0 0% 
Total 26 100% 24 101% 
Age at  
Diagnosis 
# Child % Child # Caregiver % Caregiver 
0-5y 20 77% 23* 96%* 
6-7y 4 15% 1 4% 
8-9y 1 4% 0 0% 
10-12y 1 4% 0 0% 
15-15y 0 0% 0 0% 
16-18y 0 0% 0 0% 
19+y 0 0% 0 0% 








































































# Child % Child # Caregiver % Caregiver 
<1 mo. 1 4% 3 13% 
1-3 mo. 6 23% 6 25% 
4-6 mo. 3 12% 0 0% 
7-12 mo. 3 12% 4 17% 
1+ y. 10 38% 10 42% 
1st time/ 
never 3 12% 1 4% 
Total 26 101% 24 101% 
Avg. # 
Admissions 
# Child % Child # Caregiver % Caregiver 
0-1 15 58% 13 54% 
2-3 5 19% 7 29% 
4-6 4 15% 3 13% 
7-9 1 4% 0 0% 
10-12 1 4% 1 4% 
12+ 0 0% 0 0% 










































Table 5. Time since Last Emergency Department (ED) Visit 






























Last ED Visit # Child % Child # Caregiver % Caregiver 
<1 month 5 19% 8 33% 
1-3months 5 19% 7 29% 
4-6months 6 23% 4 17% 
7-12months 4 16% 2 8% 
1+ year 4 16% 2 8% 
1
st
 time/never 2 8% 1 4% 
Total 26 101% 24 99% 
Avg. #  
ED Visits 
# Child % Child # Caregiver % Caregiver 
0-1 8 31% 4 17% 
2-3 9 34% 8 33% 
4-6 6 23% 10 42% 
7-9 0 0% 1 4% 
10-12 2 8% 1 4% 
12+ \ 1 4% 0 0% 









































































Triggers # Child % Child # Caregiver % Caregiver 
Dust 17 65% 12 50% 
Mold 6 23% 6 25% 
Pets 13 50% 11 46% 
Cigarette Smoke 13 50% 12 50% 
Air pollution 4 15% 7 29% 
Cockroaches 8 31% 6 25% 
Cold weather 18 69% 18 75% 
Change weather 15 58% 17 71% 
Fever/Cold/other 13 50% 16 67% 
Exercise 10 38% 7 29% 
Other 5 19% 0 0% 




















































# Child % Child # Caregiver % Caregiver 
0 3 12% 0 0% 
1 1 4% 3 13% 
2 1 4% 1 4% 
3 6 23% 4 17% 
4 4 15% 5 21% 
5 1 4% 2 8% 
6 2 8% 2 8% 
7 2 8% 5 21% 
8 2 8% 0 0% 
9 3 12% 2 8% 
10 0 0% 0 0% 
11 1 1% 0 0% 
Total 26 99% 24 100% 
Hospital 
 Reason 
# Child % Child # Caregiver % Caregiver 
Same 18 69% 21 88% 
Different 6 23% 2 8% 
N/A 1
st
 Time 2 8% 1 4% 






















































*Different options included in child & caregiver surveys 
 
 













Strengths # Child % Child # Caregiver % Caregiver 
Know asthma  
triggers 19 73% 17 71% 
Address asthma 
in school 17 65% 10 42% 
Know what to do  
during flare-up 19 73% 16 67% 
Talk friends/family  
about asthma 15 58% 10 42% 
Know how to take  
asthma meds 20 77% 18 75% 
Know when to take  
asthma meds --* --* 16 67% 
Remember to take  
asthma meds 15 58% --* --* 
# of 
Strengths 
# Child % Child # Caregiver % Caregiver  
0 1 4% 1 4% 
1 2 8% 4 17% 
2 4 15% 4 17% 
3 2 8% 1 4% 
4 3 12% 4 17% 
5 7 27% 4 17% 
6 7 27% 6 25% 



















































*Different options included in child 
& caregiver surveys 
 
















Challenges # Child % Child # Caregiver % Caregiver 
Being around triggers 21 81% 15 63% 
Fear/anxiety of asthma flare-up 19 73% 7 29% 
Not enough info on asthma --* --* 1 4% 
Don’t know enough about asthma 9 35% 
 
--* 
Confusion about medication --* --* 0 0% 
Don’t know when to take asthma meds 6 23% 
 
--* 
Miss school because of asthma 21 81% 17 71% 
Don't/hard to remember to take asthma meds 14 54% 3 13% 
Don't want to take asthma meds 7 27% 5 21% 




































*Child survey contained 8 “challenge/barrier” categories 
















# Child % Child #  Caregiver % Caregiver 
0 0 0% 1 4% 
1 1 4% 6 25% 
2 5 19% 10 42% 
3 4 15% 6 25% 
4 8 31% 1 4% 
5 4 15% 0 0% 
6 3 12% 0 0% 
7 1 4% 0 0% 
8 0 0% --* --* 
























































Resources for Info # Child % Child 
Internet 7 27% 
Books 10 38% 
Games 1 4% 
School 11 42% 
Friends  3 12% 
Family 15 58% 
Primary Care Doctor 18 69% 
Hospital 21 81% 
# of Resources 
for Info 
# Child % Child 
0 1 4% 
1 4 15% 
2 5 19% 
3 2 8% 
4 8 31% 
5 3 12% 
6 2 8% 
7 1 4% 
8 0 0% 































Amount of Resources 
Number of Identified Resources 
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Internet 10 42% 8 33% 0 0% 4 17% 
Books 8 33% 4 17% 1 4% 9 38% 
Pamphlets 8 33% 9 38% 0 0% 4 17% 
School 0 0% 2 8% 7 29% 11 46% 
Community 0 0% 3 13% 1 4% 15 63% 
Primary Care Doctor 19 79% 3 13% 2 8% 0 0% 

















Very Help Some Help Not Help Didn’t Use 
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# Child Not 
Received 
% Child Not 
Received 
Asthma Educator 10 38% 16 62% 
Movies about Asthma 6 23% 20 77% 
Feel Better TV 14 54% 12 46% 
Talk to Dr. about asthma 18 69% 8 31% 
Talk to Nurse about asthma 18 69% 8 31% 
Talk to CLS about asthma 6 23% 20 77% 
 

























Asthma Ed Videos Feel Better
TV




























































Asthma Ed 12 50% 6 25% 0 0% 3 13% 
Videos 5 21% 3 13% 0 0% 13 54% 
FBTV 1 4% 8 33% 0 0% 9 38% 
Doctors 19 79% 2 8% 0 0% 1 4% 
Pharmacist 10 42% 4 17% 0 0% 8 33% 
Nurse 14 58% 3 13% 0 0% 4 17% 
















Very Help Some Help Not Help Didn't Use
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Asthma Action Plan 10 38% 14 58% 12 50% 
Asthma Educator Visit 12 46% 12 50% 8 33% 
Talk w/ adult in hosp. 16 62% -* -* -* -* 
Talk w/ doctor -* -* 17 71% 11 46% 
Talk w/ pharmacist -* -* 4 17% 2 8% 
Talk w/ nurse -* -* 9 28% 3 13% 
Talk w/ CLS -* -* 5 21% 6 25% 
Pamphlets/Written info -* -* 10 42% 6 25% 
Calendar to take meds 13 50% 8 33% 5 21% 
Books 13 50% -* -* -* -* 
Movies/Videos 15 58% 10 42% 10 42% 
Websites 13 50% 8 33% 7 29% 
Board game 16 62% 5 21% 11 46% 
Video game 16 62% 8 33% 12 56% 
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Child Caregiver for Self Caregiver for Child
59 
 





















*Child survey contained 9 “future service” categories 


















0 0 0% 0 0% 0 0% 
1 3 12% 3 13% 7 29% 
2 3 12% 3 13% 4 17% 
3 2 8% 6 25% 3 13% 
4 6 23% 1 4% 2 8% 
5 2 8% 2 8% 1 4% 
6 4 15% 1 4% 3 13% 
7 1 4% 3 13% 2 8% 
8 1 4% 3 13% 0 0% 
9 4 15% 2 8% 0 0% 
10 -* -* 0 0% 0 0% 
11 -* -* 0 0% 0 0% 
12 -* -* 0 0% 2 8% 
Total 26 101% 24 101% 24 100% 
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Amount of Services 
Number of Future Services Identified 
Child Caregiver for Self Caregiver for Child
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Feel Better TV “What is Asthma?” Video 
 















































True 7 27% 4 17% 10 40% 3 14% 
False 19 73% 20 83% 15 60% 18 86% 













































































Airways can  
become swollen 4 15% 0 0% 3 12% 1 5% 
Muscles around  
airways tighten 5 19% 5 21% 2 8% 1 5% 
Airways can make 
thick mucus 2 8% 1 4% 0 0% 0 0% 
All of the above 15 58% 18 75% 20 80% 19 90% 


























Airways swell Muscles tighten Mucus All of the above
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Hiccup 0 0% 0 0% 0 0% 0 0% 
Cough 2 8% 0 0% 1 4% 1 5% 
Wheeze 24 92% 21 88% 23 92% 18 86% 
Sigh 0 0% 3 13% 1 4% 2 10% 
Total 26 100% 24 101% 25 100% 21 101% 
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Table 24. Perceived Effectiveness of Education:    Table 24. Perceived Effectiveness of Education:  














Table 25. Perceived Effectiveness of Reducing Readmission:  Table 25. Perceived Effectiveness of Reducing Readmission: 
Do you think this video will help you[r child] have    Do you think this video will help you[r child] have 














Help Learn # Child % Child # Caregiver % Caregiver 
Yes 21 84% 20 95% 
No 4 16% 1 5% 
Total 25 100% 21 100% 
Less  
Hosp. Visits # Child % Child # Caregiver % Caregiver 
Yes 18 72% 12 57% 
No 7 28% 9 43% 







































Table 26. Interest in Watching Additional Asthma Healthcare   Table 26. Interest in Watching Additional Asthma  

































% Child # Caregiver % Caregiver 
Medicines 12 48% 12 57% 
Story 12 48% 6 29% 
Trigger 14 56% 14 67% 
Parents Talk 10 40% 12 57% 
Asthma safe home 14 56% 12 57% 
Flare-ups 15 50% 11 52% 
Medical tests 11 44% 3 14% 
Nebs & Inhalers 10 40% 8 28% 
Asthma Act. Plan 8 32% 9 43% 
Peak Flow Meter 10 40% 4 19% 











































# Child % Child # Caregiver % Caregiver 
0 4 16% 4 19% 
1 3 12% 1 5% 
2 0 0% 2 10% 
3 4 16% 0 0% 
4 0 0% 2 10% 
5 2 8% 4 19% 
6 3 12% 4 19% 
7 3 12% 0 0% 
8 0 0% 1 5% 
9 3 12% 0 0% 
10 1 4% 1 5% 
11 2 8% 2 10% 
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